T he goal of this American Heart Association Guide for
Improving Cardiovascular Health at the Community Level (AHA Community Guide) is to provide a comprehensive inventory of evidence-based goals, strategies, and recommendations for cardiovascular disease (CVD) and stroke prevention that can be implemented on a community level. This guide advances the 2003 AHA Community Guide 1 and the 2005 AHA statement on guidance for implementation 2 by incorporating new evidence for community interventions gained over the past decade, expanding the target audience to include a broader range of community advocates, aligning with the concepts and terminology of the AHA 2020 Impact Goals, and recognizing the contributions of new public and private sector programs involving community interventions.
In recent years, expanding arrays of programs and policies have been implemented in increasingly diverse communities to provide tools, strategies, and other best practices to potentially reduce the incidence of initial and recurrent cardiovascular events. The AHA Community Guide complements the AHA statement entitled "Population Approaches to Improve Diet, Physical Activity, and Smoking Habits" 3 and supports the AHA 2020 goal 4 to "improve the cardiovascular health of all Americans by 20%, while reducing deaths from CVDs and stroke by 20%." The present AHA Community Guide supports the AHA 2020 goal by identifying exemplary regional or national programs that encourage cardiovascular health behaviors and health factors (formerly addressing risk behaviors and risk factors) from which communities might acquire proven strategies, expertise, and technical assistance for improving cardiovascular health.
The AHA Community Guide Complements Existing CVD and Community Guidelines
The AHA Community Guide seeks to prevent the onset of disease (primary prevention) and to maintain optimal cardiovascular health (primordial prevention) among broader segments of the population. Prior research indicates that using public health strategies such as sodium reduction in processed foods to lower blood pressure, [5] [6] [7] [8] tobacco laws to promote smoking cessation, [9] [10] [11] and modification of the built
Identifying Interventions for Population-wide Cardiovascular Health Promotion and CVD Risk Reduction
Various interventions for population-wide health promotion and risk reduction efforts have been categorized by Frieden 33 in a health impact pyramid (Figure 1 ). At the base of the pyramid are interventions that have the broadest impact on populations (eg, socioeconomic factors), which decreases from bottom to top, and at the top are those that require the greatest individual effort (eg, counseling and education), which decreases from top to bottom. The social and environmental origins of CVD have long been recognized as mediated in large part by lifestyles and behaviors that are modifiable. Cardiovascular health in children predicts subsequent cardiometabolic health in adulthood, 34, 35 affirming the importance of maintaining healthy lifestyle behaviors from early in life. Longitudinal population studies have documented low lifetime risk of heart disease and stroke in people with few or no risk factors. 15, [36] [37] [38] The large reductions in heart disease and stroke mortality in the United States and other high-income countries since the 1960s are partially attributable to population-wide reductions in tobacco use and dietary fat, including saturated fat and cholesterol. [39] [40] [41] [42] These primordial prevention strategies allow maintenance of optimal cardiovascular health over a longer period of time for a larger portion of the population, consistent with the AHA 2020 goals. 4 Considerable new evidence has quantified the relative costs of interventions at the individual versus population level. 43, 44 According to the World Health Organization, policy and other environmental changes may bring about major reductions in CVD burden in all countries for less than $1 per person per year, whereas costs of individual counseling, drug, or surgical approaches are at least several-fold higher. 44 The AHA Community Guide recommends interventions targeted at all the strata of the pyramid, with an emphasis on the second level, changing the context to make individuals' default decisions healthy. 33 The improvement in socioeconomic status (first level) 33 is a worthy goal for any society, and the AHA Community Guide fully recognizes the critical importance of the social determinants of CVD. 45, 46 The AHA Community Guide encourages communities to implement community-wide interventions that are socially and culturally appropriate 47 to reduce disparities and inequities in the cardiovascular health of socioeconomically disadvantaged subgroups. 48, 49 
The Conceptual Framework for Heart Disease and Stroke Prevention at the Community Level
Population approaches to worldwide noncommunicable disease prevention have come of age over the past 20 years with the publication of a series of declarations and reviews by the International Heart Health Society. 50, 51 The International Heart Health Society established a policy framework and experience base on which governmental agencies, the private sector, nongovernmental organizations, employers, and the healthcare sector could "join forces in eliminating this modern epidemic by adopting new policies, making regulatory
Health Behaviors and Factors Targeted for Population-wide Change
The list of optimal behaviors is deceptively brief ( Table 1 ) yet corresponds to the behaviors to which lack of CVD risk has been attributed in epidemiologic studies, namely no tobacco smoking or exposure to environmental tobacco smoke, healthy dietary practices (including healthy weight), physically active lifestyle, adherence to healthcare recommendations for hyperlipidemia/hypertension/diabetes mellitus assessment and control, and early recognition and treatment of symptomatic coronary and cerebrovascular disease, including acute coronary syndromes and transient ischemic attack/ stroke. The rationale for inclusion on this list of targeted behaviors includes a high relative risk for heart and stroke associated with them in those individuals who have not optimized these behaviors and factors, 38, 78 significant room for their improvement in the general US population or specific communities, 79 and evidence that these behaviors are modifiable. Table 1 includes references to systematic reviews and previous AHA Scientific Statements, which address the first 2 criteria. These sources quantify the risk and prevalence of the targeted behaviors, allowing the burden of heart disease and stroke attributable to them to be estimated for purposes of promoting studies at the community level. Additionally, Table 1 identifies substantial shortfalls in attaining healthy behaviors in the US population.
Community Settings Targeted for Intervention
Various community settings, including worksites, healthcare facilities, religious organizations, schools, and whole communities, provide platforms for programs to promote and improve health behaviors and health factors. A comprehensive community intervention appears to be most effective, with partners providing interventions in multiple settings simultaneously. 80 Interventions that target entire communities such as mass media or public policies are necessary and frequently used for population-wide behavior change. These may not be sufficient to reach underserved subgroups such as racial/ethnic minorities, children/youth, or the elderly. In these subgroups, additional targeted approaches are often needed. Other interventions such as programs to improve lifestyle or medication adherence or to promote early recognition of symptomatic disease may be especially effective in healthcare settings or worksites. 81, 82 The rise of social networking has led to new definitions of virtual communities that may be targeted for interventions. Finally, many organizations located where people live, work, worship, study, and play may be able to provide especially effective programs using local media, leaders, or policies that are influential at a grassroots level. In some instances, community-based interventions have failed to fully consider who is receiving the information, the setting in which the educational programming occurs, and how the programming is delivered. Such approaches may actually promulgate racial/ethnic, socioeconomic, and geographic disparities by benefiting early-adopter communities while leaving late-adopter communities at higher risk. 83 A recently expanding approach to these types of interventions is to use the principles of community-based participatory research by working with community members to understand the social and cultural context of the target population, to identify appropriate settings for the intervention, and to work with local community members to design and implement the intervention. Interventions that have adhered to the principles of community-based participatory research by using culturally sensitive approaches, conducting interventions in settings such as churches 84 and barbershops, 85 and using local neighborhood residents as health promoters [86] [87] [88] have been successful in promoting healthy behavior change. Community involvement and leadership are critical to the successful and inclusive implementation of cardiovascular health interventions.
Public Health Interventions for Population-wide Cardiovascular Health Promotion and CVD Risk Reduction
Building on the framework established by the Institute of Medicine's The Future of Public Health 89 and the Centers for Disease Control and Prevention's 10 essential public health services, 90 the AHA Community Guide defines the interventions themselves as activities at the community level that are required for population-wide promotion of healthy behaviors. These activities include surveillance, education and media, organizational partnerships, assurance of personal health services and environmental and policy changes.
Surveillance assesses and describes the prevalence of optimal cardiovascular health behaviors and factors, heart disease and stroke, and the underlying social and physical environmental influences. Valuable, yet incomplete, surveillance data for social and environmental conditions, risk factors, use of preventive services, and measures of morbidity/mortality are available from national-level (eg, Behavioral Risk Factor Surveillance Survey, 91 National Health Interview Survey, 92 and National Health and Nutrition Examination Survey), 38, 79 state-level (eg, California Health Interview Survey), 93 and county-level reports. 94 In 2007, the AHA recommended filling the critical gaps in the US surveillance system to support the prevention and management of heart disease and stroke. 95 In 2011, the Institute of Medicine recommended that the Department of Health and Human Services establish a coordinated national surveillance system that would integrate existing efforts to provide CVD data. 96 Although surveillance continues and strengthened nationaland state-level systems are awaited, communities should also strive to create and maintain surveillance programs for cardiovascular health of their local populations. Surveillance raises the community's awareness of social conditions and suboptimal behaviors, motivating engagement in interventions.
To target intervention programs to groups with the greatest burdens, surveillance is increasingly used to identify health disparities/inequities in smaller population subgroups based on race, ethnicity, socioeconomic status, disability, and geographic location. 97 Continuous surveillance extending before, during, and after implementation is essential for the evaluation of intervention programs.
Education at the individual level or via mass media raises awareness and literacy about the burden, causes, and means to prevent heart disease and stroke and creates a favorable "information environment" supporting healthful lifestyle change. Increasingly, electronic media, electronic gaming, and social networking methods have been used to reach adolescents and young adults. Local media may be very useful for education in religious organizations, community centers, and worksites. Surveillance and educational interventions may be sufficient to change behavior in some communities, but other communities may require additional support through community organization, healthcare provision, or environmental change. 83 Organizational partnerships are an important part of any intervention strategy. They can provide local venues for education and health services, foster resource development and broad-based advocacy for policies and legislation, and ultimately result in permanent changes in the local environment.
Assurance of personal health services as a public health strategy recognizes that populations need local healthcare providers. Healthcare providers can screen for and diagnose treatable risk factors such as hypertension and hyperlipidemia, promote behavioral change and/or prescribe pharmacological regimens required for their control, monitor adherence and risk factor goal attainment, and provide on-site medical services for early recognition and treatment of symptomatic disease. Healthcare providers can also identify patients with known CVD and treat with appropriate cardioprotective pharmacotherapies because numerous studies have shown that compliance with these medications can reduce individual risk. 98 Environmental changes and policies are not limited to local, state, or national government but are also required at worksites, schools, religious organizations, communitybased organizations, and healthcare facilities because each of these organizations can alter its own rules and facilities to be heart healthy. Public policy change can take several forms, including financial, legal, regulatory, and trade policies, [99] [100] [101] [102] affecting a wide range of factors that can promote healthy behavior. 96 Policy changes focused on improvements in diet, physical activity, and tobacco environments and wellness programs can improve behaviors, reduce risk, and increase referrals of at-risk individuals to appropriate services.
The AHA Community Guide integrates these 3 dimensions (ie, optimal health behaviors, community settings, and public health interventions) to create a comprehensive set of opportunities for cardiovascular health improvement at the community level ( Figure 2 ). 1 This 5×5×5 cube identifies numerous opportunities for communities to contribute to prevention of heart disease and stroke by focusing on one or more optimal behavior-community setting-intervention opportunities. The guide also encourages community leaders to view heart disease and stroke prevention more broadly and comprehensively. 
Evidence Base for Community Guide Recommendations
Clinical evidence-based guidelines are developed through the use of standardized classes and grades of evidence and rely heavily on randomized clinical trials. 103 The evidence for population-based policies, programs, and strategies is fundamentally different, relying on observational studies and community intervention trials, sometimes with limited statistical power. Nonetheless, it would be incorrect to presume that evidence-based recommendations are not feasible for community-level interventions. Indeed, systematic reviews of the literature and other sources by expert panels and policy organizations provide a solid foundation of evidence on which to make recommendations for the development and implementation of community-based programs. The AHA Community Guide summarizes the underlying evidence that substantiates population-wide recommendations for the maintenance of cardiovascular health ( Table 2 ). The writing group members identified the most current systematic reviews, evidence summaries, and population goals for each optimal behavior. Additional relevant studies were identified through iterative writing group discussions. Table  2 also identifies a growing number of organizations and programs that are objectively and frequently assessing community-based strategies and programs. The Department of Health and Human Services' Healthy People 2020; Task Force on Community Preventive Services; US Preventive Services Task Force; National Prevention Strategy; US Dietary Guidelines Advisory Committee; US Physical Activity Guidelines Advisory Committee; Office of the US Surgeon General; National Heart, Lung, and Blood Institute's National Program to Reduce Cardiovascular Risk; AHA's Get With The Guidelines Program; and Guideline Advantage Program are examples of organizations and programs that contribute enormously to the ability to assemble evidence summaries. Recently, the American Recovery and Reinvestment Act, Title IV, and certain other provisions of the Affordable Care Act have provided support for several additional programs that enhance the evidence base for population-wide chronic disease control, including Communities Putting Prevention to Work, Community Transformation Grants, Patient Centered Outcomes Research Institute, Center for Medicare & Medicaid Innovation, and the Million Hearts Initiative. 24, 32 
Guide to Improving Cardiovascular Health at the Community Level: Goals, Model Programs, and Recommendations
The 2003 Community Guide included a large table on strategies and goals to implement population-based interventions and provided selected recommendations illustrating their implementation in specific community settings by improving behaviors. The list was not to be considered all inclusive but was meant to demonstrate feasible activities that could contribute to a community's overall effort to improve its cardiovascular health. The present AHA Community Guide has retained this format (Table 3) with an updating of intervention goals and recommended actions for public health programs. The goals and recommended actions promote lifestyle and behavior change at both the individual and community levels and policy change at the community level. Although the majority of the goals and recommended actions remain the same as the 2003 Community Guide, there are some important additions based on more recent Table 3 
. Guide to Improving Cardiovascular Health at the Community Level: Intervention Goals and Recommended Actions for Public Health Programs

Intervention Goals
Recommended Actions Surveillance 95, 96, 119 Goal: All communities should have access to data that CVD and stroke are leading causes of death and disability for everyone in their community.
• Determine and make available data on the burden of CVD and stroke morbidity and mortality at the local level (city or county). • Identify groups defined by sex, race/ethnicity, socioeconomic status, or geographic location that are at especially high risk of CVD and stroke within each community. • Assess the levels of major preventable causes of CVD and stroke in the community, including social and environmental factors (eg, safety, air pollution), lifestyle behaviors (eg, unhealthy diet, tobacco use, sedentary lifestyle), and risk factors (hypertension, atrial fibrillation, diabetes mellitus, elevated blood cholesterol, and obesity).
Media and education 3, 31, 82, 68, 77, [120] [121] [122] [123] [124] [125] [126] General health education Goal: All communities should provide information to its members about the burden, causes, and early symptoms of CVD and stroke. Goal: Communities should provide materials and programs to motivate individuals and teach them skills for changing risk behaviors that will target multiple population subgroups.
School and youth education
Goal: All schools should have research-based comprehensive and age-appropriate curricula about cardiovascular health and ways to improve health behaviors and to reduce CVD and stroke risk. Goal: All schools should implement ageappropriate curricula on changing dietary, physical activity, and smoking behaviors. Goal: All schools should provide teaching of early warning signs of MI and stroke and appropriate initial steps of emergency care.
Worksite education
Goal: All worksites should provide materials and services to motivate and assist employees to adopt and maintain heart-healthy behaviors. Goal: All worksites should provide instruction in early warning signs of MI and stroke and appropriate initial steps of emergency care.
Healthcare facility education
Goal: All healthcare facilities should make available research-based, effective educational materials and programs about changing and maintaining risk factors/risk behaviors, ways to prevent CVD and stroke, and early warning signs of CVD and stroke. • School curricula should include lessons about risk factors for CVD and stroke and the extent of heart disease and stroke in the community. 
Intervention Goals Recommended Actions
Community organization and partnering [85] [86] [87] [88] Goal: All communities will have an action plan for CVD and stroke prevention and control with specific targets and goals. Goal: All communities will provide materials and services for risk behavior and risk factor change that are research based whenever possible.
• Identify organizations and institutions in the community that can provide services and resources in prevention and care of CVD and stroke. • Create opportunities for citizens of all ages to become involved in community activities for CVD and stroke prevention. • Educate community organizations about effective research-based materials and services and make these available.
Ensuring personal health services 74, 77 Goal: Increase the percentage of people at risk who maintain optimal cardiovascular health as established by national guidelines. Goal: Increase the percentage of patients suffering acute coronary syndromes (eg, MI, cardiac arrhythmias) or cerebrovascular syndromes (eg, stroke, TIA) who receive appropriate acute interventions within the time frame of maximal effectiveness. Goal: Provide training concerning smoking, physical activity, nutrition, and effective behavior change counseling methods in medical schools and appropriate residency programs.
• Modify educational materials to accommodate for limited literacy and culture and language diversity.
• Provide tobacco users with telephone support interventions including cessation counseling or assistance in attempting to quit or in maintaining abstinence. • Ensure access to screening, counseling, and referral services for CVD and stroke risk factors for all people. • Provide access to rehabilitation and risk factor control programs for CVD and stroke survivors.
• Train emergency first responders in the use of AEDs and provide them with AEDs in accordance with AHA recommended guidelines. • Equip high-public-density locations and high-risk activities and have personnel trained in the use of AEDs, in accordance with AHA recommended guidelines. • Require research-based curricula for the MD and nursing degrees, emphasizing skill-building in behavior change related to smoking, diet, and exercise.
Environmental change 82, 100, 105, 109, 110, [127] [128] [129] [130] [131] [132] [133] [134] Goal: Ensure access to healthy foods so that all members of the community can meet national dietary recommendations.
Goal: Ensure access to safe, appropriate, and enjoyable forms of physical activity, so that all ages can meet national guidelines for moderate and vigorous physical activity Goal: Ensure a tobacco-free environment for all citizens.
Goal: Ensure clean air.
• Grocery stores and food markets should provide selections of fruits, green and yellow vegetables, and fiber-rich grain products at reasonable costs. • Restaurants should increase offerings of and identify dishes that meet nutritional guidelines and provide nutritional labeling. • Schools, childcare, and government institutions should increase the access to and identify meals and snacks that contribute to better overall dietary quality and meet dietary guidelines.
• Food services at worksites should identify and make available selections low in saturated fat, trans fat, sodium, and calories with expanded access to fruits, vegetables, and fiber-rich grain products. • Healthful foods should be promoted at all food sources, including packaged foods or in grocery stores, cafeterias, vending machines, or restaurants, by methods such as point-of-purchase displays. • Communities should support farmer's markets and community gardens.
• Food carts should sell fresh fruits and vegetables in lower socioeconomic/underserved neighborhoods. Food carts and mobile vending units that sell near schools should adhere to the Institute of Medicine's nutrition standards for competitive foods in schools. • Work with city and urban planners to develop affordable and accessible public transit to help residents reach groceries and supermarkets. • Introduce urban land use policies and tax incentive that will attract supermarkets to low-income neighborhoods.
• Physical education programs should be supported within the school curricula and within community activity centers. • Every community should commit to providing safe and convenient paths for walking and bicycling as a means of transportation and recreation. • Buildings should be designed so that stairwells are visible, convenient, and comfortable to use. Use of stairwells should be promoted through signs. • Worksites should provide employer-sponsored physical activity and fitness programs.
• Schools should provide access to their physical activity space and facilities for community members outside normal school hours. • Campaign and informational approaches should promote physical activity.
• School facilities, property, vehicles, and school events should be smoke free and tobacco free.
• Worksites should have formal smoking policies that prohibit smoking.
• Local or state ordinances should prohibit smoking in public places; states should not preempt local ordinances that are more restrictive than the state's. evidence that demonstrates the substantial impact of obesity, sodium consumption, and air pollution on cardiovascular health. For surveillance, there is a stronger emphasis on assessing social and environmental factors that influence cardiovascular health (eg, safety and air pollution). Environmental and policy change recommendations follow to reduce air pollution, obesity, and sodium consumption. An improvement on the previous guide is the addition of references of research studies that provide evidence for the effectiveness of these recommendations in reducing heart disease, stroke, or associated risk behaviors.
A major addition has been the listing of current programs (Table 4 ) that illustrate best practices at the national, regional, or local levels, including recommendations, methods, and tools to support strategic implementation to attain the goals of each of the community intervention opportunities. The model programs cited here recognize recent growth in community-based cardiovascular health promotion programs and emphasize the sizable and growing experience that might be tapped by organizations that plan to initiate new programs in their communities. Equally important, the experience of new programs brings valuable information on contextual factors influencing programmatic outcomes, including target population factors, characteristics of the sponsoring organizations, and the wide range of intervention strategies. The new AHA Community Guide can easily be updated as the evidence base grows and diversifies.
The AHA Community Guide provides recommendations and exemplary programs that a community may use as a starting point. However, successful implementation of community interventions requires careful consideration and planning early on in the process. Although many communitybased efforts do not have the resources to implement all of these recommendations, the AHA implementation guide of 2005 provides a useful framework for implementing a successful cardiovascular health community intervention. 2 This framework includes a cycle of assessment, community-based planning, and widespread and sustained implementation, supported by community mobilization and evaluation at each stage. 2 Community mobilization highlights the importance Table 3 . Continued
Intervention Goals
Recommended Actions Policy change 3, 6, 105, 109, 117, 118, 135, 136 Goal: Reduce initiation of tobacco use by adolescents and young adults and increase cessation among current smokers.
Goal: Encourage healthy messages in the mass media.
Goal: Provide adequate reimbursement for clinical preventive and rehabilitative services.
Goal: Reduce obesity.
Goal: Reduce sodium consumption.
• Each state should fund state tobacco control programs at the level recommended by the Centers for Disease Control and Prevention and include in the programs evidence-based components. • Support significant increases in tobacco excise taxes at the state, county, or municipal levels. Seek opportunities to allocate a substantial portion of revenues generated by increased tobacco excise taxes to tobacco control, prevention and cessation programs, and other health-related initiatives such as those to improve access to health care. • State, local, and healthcare agencies should strongly encourage parents to make homes and cars smoke free.
• Tobacco advertising and promotions that influence adolescents and young adults must be eliminated.
• Laws prohibiting the sale of tobacco products to minors must be enforced.
• State or local governments should regulate the display of tobacco advertising and products in stores and ban self-service displays and vending machines for tobacco. • All states should require retail licenses for sale of tobacco, which can be used to regulate and enforce regulations on sales to minors and advertising. • Substantial portions of the tobacco settlement monies should be used for tobacco control and other tobacco-related illnesses.
• Food advertising directed to youth should be limited to foods that are promoted within health guidelines.
• Television shows for children should promote physical activity during commercial breaks.
• Insurance coverage should be provided for evidence-based treatments for nicotine dependency and for promoting healthful nutrition and physical activity (such as the Diabetes Prevention Program). • Clinical preventive services and early exercise-based outpatient cardiac rehabilitation should be covered by health insurance plans.
• Implement and evaluate strategies to reduce consumption of sugar-sweetened beverages, including taxation, restriction within government feeding programs, and creation of nutrition standards for worksites, schools, and other public environments. • Ensure that supplies of fresh drinking water are freely available in all places such as through water fountains.
• Provide calorie information in restaurants through menu labeling.
• Invite consumers to advocate that restaurants downsize fast-food portions.
• Require vending machine companies to replace unhealthy items with healthier choices.
• Incorporate parks, wide sidewalks, and bike lanes into community and street design.
• Consider healthcare costs and conduct health impact assessments in urban planning, altering ordinances to encourage development that promotes physical activity (higher density, mixed use, and high street connectivity).
• Encourage menu labeling.
• Enact government policies to reduce sodium in packaged foods.
• Increased access to fresh fruits and vegetables in urban communities.
• Establish sodium limits within nutrition standards for schools, worksites, and procurement policies. Table 4 
. Guide to Improving Cardiovascular Health at the Community Level: Intervention Goals and Current Public Health Programs
Intervention Goals and Current Programs
Surveillance
Goal: All communities should have access to data that CVD and stroke are leading causes of death and disability in men and women in their community. Goal: All schools should provide teaching of early warning signs of MI and stroke and appropriate initial steps of emergency care.
AHA Heart Disease and Stroke Statistics
Alliance for a Healthier Generation
The Alliance for a Healthier Generation works to address one of the nation's leading public health threats: childhood obesity. The goal of the alliance is to reduce the prevalence of childhood obesity by 2015, and to empower kids nationwide to make healthy lifestyle choices. Founded in 2005 by the AHA and William J. Clinton Foundation, the alliance works to positively affect the places that can make a difference in a child's health: homes, schools, doctor's offices, and communities. http://www.healthiergeneration.org/about.aspx 
Intervention Goals and Current Programs
Let's Move! Let's Move! is a comprehensive initiative, launched in 2010 by the First Lady Michelle Obama, dedicated to addressing the challenge of childhood obesity within a generation, so that children born today will grow up healthier and able to pursue their dreams. Combining comprehensive strategies with common sense, Let's Move! is about putting children on the path to a healthy future during their earliest months and years by giving parents helpful information and fostering environments that support healthy choices, providing healthier foods in schools, ensuring that every family has access to healthy, affordable food, and helping kids become more physically active. http://www.letsmove.gov/ Shape Up America! Shape Up America! is a 501(c)3 not-for-profit organization committed to raising awareness of obesity as a health issue and to providing responsible information on healthy weight management. The Web site provides information and ideas for community members and healthcare professionals on achievement of healthy weight. http://www.shapeup.org/
US Physical Activity Guidelines
The 2008 Physical Activity Guidelines for Americans provide science-based guidance to help Americans ≥6 y of age to improve their health through appropriate physical activity. Developed with health professionals and policy makers in mind, the guidelines can help an individual learn about the health benefits of physical activity, understand how to do physical activity in a manner that meets the guidelines, understand how to reduce the risks of activity-related injury, and assist others in participating regularly in physical activity. http://health.gov/paguidelines/
Worksite education
Goal: All worksites should provide materials and services to motivate and assist employees to adopt and maintain heart healthy behaviors.
Goal: All worksites should provide instruction in early warning signs of MI and stroke and appropriate initial steps of emergency care.
CDC National Healthy Worksite Program
The National Healthy Worksite Program is designed to assist employers in implementing science and practice-based prevention and wellness strategies that will lead to specific, measureable health outcomes to reduce chronic disease rates. http://www.cdc.gov/NationalHealthyWorksite/ Stanford Health Improvement Program Over the past 25 years, Stanford University has developed an exemplary educational program to promote health, particularly cardiovascular health, to its employees. This program is integrated with health insurance plan incentives and provides a broad range of health promotion and physical activity programs. Through the BeWell Program, this program is integrated with the department of athletics, recreation, and physical education and offers social networking support for behavior change. http://hip.stanford.edu/ HealthLead, US Healthiest Workplace Accreditation Program HealthLead recognizes employers for meeting recognized standards to promote health and well-being among their employees. It is designed to provide a competitive edge to organizations, both in the eyes of the financial community and in attracting prospective employees as a "best place" to work. http://www.ushealthiest.org/index.php
Partnership for Prevention's Leading by Example
This initiative has been well received by business leaders as a highly successful and respected CEO-to-CEO communications campaign targeted to raising awareness of the benefits of engaging in worksite health. The Leading by Example mission has helped fuel a consensus among senior management that their support is a prerequisite for creating an employer's culture of good health for its employees. http://www.prevent.org/
Healthcare facility education
Goal: All healthcare facilities should make available research-based, effective educational materials and programs about changing and maintaining risk factors/risk behaviors, ways to prevent CVD and stroke, and early warning signs of CVD and stroke.
Preventive Cardiovascular Nurses Association
This association is the leading nursing organization dedicated to preventing CVD through assessing risk, facilitating lifestyle changes, and guiding individuals to achieve treatment goals. The association is committed to educating and supporting nurses so that they may successfully rise to the current state of healthcare demands 
Intervention Goals and Current Programs
Community Organization and Partnering Goal: All communities will have an action plan for CVD and stroke prevention and control with specific targets and goals.
Goal: All communities will provide materials and services for risk behavior and risk factor change that are research based whenever possible.
CDC Public Health Action Plan to Prevent Heart Disease and Stroke Key partners, public health experts, and heart disease and stroke prevention specialists came together to develop targeted recommendations and specific action steps toward the achievement of national goals for preventing heart disease and stroke over the next few decades, through 2020 and beyond. http://www.cdc.gov/dhdsp/action_plan/index.htm
CDC Community Health Assessment and Group Evaluation Action Guide
This guide is a data-collection tool and planning resource for community members who want to make their community a healthier one. The purpose of this guide is to gather and organize data on community assets and potential areas for improvement before deciding on the critical issues to be addressed in a community action plan. http://www.cdc.gov/healthycommunitiesprogram/tools/change/downloads.htm
CDC Prevention Research Centers
This program directs a national network of 37 academic research centers, each at either a school of public health or a medical school that has a preventive medicine residency program. The centers are committed to community-based, participatory prevention research needed to drive the major community changes that can prevent and control chronic diseases. http://www.cdc.gov/prc/about-prc-program/index.htm
CDC Racial and Ethnic Approaches to Community Health
The CDC has responded to disparities in health among racial and ethnic minority populations by launching Racial and Ethnic Approaches to Community Health. The CDC funds communities to address key health areas in which minority groups traditionally experience serious inequities in health outcomes.
The communities form coalitions that plan, implement, and evaluate strategies to focus on the needs of 1 or more groups that include black, Alaska Natives, American Indians, Asian Americans, Hispanics/ Latinos, and Pacific Islanders. Each community brings together a diverse group of people from a variety of sectors to develop, implement, and evaluate unique disease prevention and health promotion strategies. http://www.cdc.gov/reach/ Communities Putting Prevention to Work Communities Putting Prevention to Work is a locally driven initiative supporting 50 communities to tackle obesity and tobacco use, 2 leading preventable causes of death and disability in the United States. The initiative is supporting 50 communities to tackle obesity and tobacco use. By effectively addressing obesity and tobacco use through environmental change at the local level, this program can have a significant impact on preventing serious health problems such as heart disease, stroke, type 2 diabetes mellitus, and cancer. http://www.cdc.gov/CommunitiesPuttingPreventiontoWork/index.htm
Community Transformation Grant
The Community Transformation Grants program will support community-level efforts to reduce chronic diseases such as heart disease, cancer, stroke, and diabetes mellitus. By promoting healthy lifestyles, especially among population groups experiencing the greatest burden of chronic disease, these grants will help improve health, reduce health disparities, and control healthcare spending. http://www.cdc.gov/communitytransformation/ Presidential Active Lifestyle Award The President's Council on Fitness, Sports and Nutrition provides programs and partnerships with the public, private, and nonprofit sectors. The council serves as a catalyst to promote healthy lifestyles through fitness, sports and nutrition programs and initiatives that engage Americans across the life span. http://www.fitness.gov/ National Physical Activity Plan The National Physical Activity Plan is a comprehensive set of policies, programs, and initiatives that aim to increase physical activity in all segments of the American population. The plan is the product of a private-public sector collaborative. Hundreds of organizations are working together to change our communities in ways that will enable every American to be sufficiently physically active The AHA believes Congress should restore to the Federal Trade Commission and the Federal Communications Commission the ability to regulate marketing of foods and beverages to children. The AHA would support other measures that restrict food advertising and marketing to children, including but not limited to allowing only healthy foods to be marketed and advertised to children, discouraging the product placement of food brands in multiple media technologies, eliminating the use of toys in unhealthy kids' restaurant meals, using licensed characters on only healthy foods, and not allowing food and beverage advertising and marketing in schools or on educational materials.
AHA Policy Position Statement on Menu Labeling 143
The AHA supports providing calorie information on menus and menu boards at point of purchase.
Although the ultimate goal is to provide this information in all restaurants, initially it should be required only in restaurants with standardized menus and recipes that do not vary day to day. In tandem with this recommendation, the AHA supports the development and implementation of a consumer education campaign to help people "know their energy needs" for recommended daily calorie intake and food and beverage serving sizes.
AHA Policy Recommendations for Obesity Prevention and Health Promotion in Child Care Settings 144
The AHA advocates for strong health promotion and obesity prevention programs in early childhood programs.
Center for Nutrition Policy and Promotion
The center improves the nutrition and well-being of Americans by developing and promoting dietary guidance that links scientific research to the nutrition needs of consumers Interagency Working Group on Food Marketed to Children: Preliminary Proposed Nutrition Principles to Guide Industry Self-Regulatory Efforts The Interagency Working Group is made up of representatives from the Federal Trade Commission, the CDC, the Food and Drug Administration, and the US Department of Agriculture. The working group has drafted a set of principles pursuant to a directive from Congress, as set out in the 2009 Omnibus Appropriations Act, with the goal of improving children's diets and addressing the high rates of childhood obesity. Marketing can be an effective tool to encourage children to make better food choices, and voluntary adoption by industry of strong, uniform nutrition and marketing principles, like those proposed here, will advance the goal of promoting children's health. http://www.ftc.gov/os/2011/04/110428foodmarketproposedguide.pdf
AHA Sodium Reduction Initiative
The AHA wants to help all Americans lower the amount of sodium they consume. Here is what we are doing to help: encouraging manufacturers to reduce the amount of sodium in the food supply, advocating for more healthy foods to be available and accessible (eg, more fruits and vegetables and lower sodium standards in the food supply), and providing consumers with education and decision-making tools to make better food choices. www.heart.org/sodium Menu Labeling: Center for Science in the Public Interest This center provides campaigns and education programs for states and localities to implement to support menu labeling and to encourage healthy eating at restaurants and the use of the available nutrition information. http://www.cspinet.org/menulabeling/ of involving key leaders, organizations, and members in the planning and implementation process. Evaluation provides essential feedback that allows refinement of the intervention in response to different and changing circumstances.
Summary and Conclusions
CVDs, including heart disease and stroke, have been the leading cause of death in the United States for >100 years. The future burden of CVD is projected to increase and to have an enormous economic impact. 145 The social and environmental origins of heart disease and stroke are well established, and enhanced population-based prevention programs could lead to a large decline in CVD morbidity and mortality. The approaches to reducing CVD burden are also becoming increasingly clear: encouraging optimal health behaviors through public health interventions in community settings where people live, work, worship, study, and play. The AHA Community Guide serves to aggregate and integrate the evidence available to date to provide clinical and public health practitioners, community leaders, and policy makers with an overview of the many opportunities to improve the cardiovascular health of their communities.
A considerable amount of work is still required to address inequities in cardiovascular health in several population subgroups. Limited resources available for public health programs also reduce our preventive capacity in terms of infrastructure, personnel, and policies to support population health programs. Some gaps in our evidence for the efficacy and effectiveness of specific population-wide interventions in various population subgroups remain. 47, 146 Through implementation and evaluation of targeted interventions, these gaps can be narrowed and ultimately closed. To do so, implementation must include the communities where adverse health behaviors continue to cause the greatest death, disability, and healthcare expenditures.
The AHA Community Guide provides a means of approaching this challenge with an overview of the issues and a list of goals and strategies that might be implemented by communities regardless of size and resources. This guide also provides an update of the increasing evidence supportive of these efforts (Table 3 ) and a growing list of exemplary programs (Table 4 ) that may provide models of expertise, tools, and technical support. The way forward also must include an emphasis on improving the population's cardiovascular health rather than waiting to treat individuals' CVD. The AHA Community Guide is intended to complement and support clinical guidelines; however, the prevention of heart disease and stroke mandates an emphasis on the population-wide improvement of cardiovascular health as a primary strategy to attenuate the development and progression of these diseases and their associated complications. Through primordial prevention, we can avert the continuing progression of CVD risk in each generation, which continues to demand remedial strategies that are too costly, too limited, and often too late. 
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